Urban health as a frame of reference is only beginning to come into its own. The act of distinguishing concerns for the health of urban populations under the special rubric of "urban health" emphasizes the complexities underlying the health of urban-dwelling individuals, especially those living in inner cities. Approximately 80% of the American population now lives in or immediately adjacent to metropolitan areas. Our concepts of cities, in fact, are becoming increasingly ambiguous as we begin to understand the diminishing validity of attempts to draw sharp borders, for example, around inner-city populations or to separate urban from surrounding suburban populations. It is increasingly evident that there are substantial fluxes of morbidities across those imaginary boundaries.
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Certainly, cities concentrate the majority of the most egregious and intractable health problems in the country. Substance abuse, violence, human immunodeficiency virus (HIV) infection and acquired immunodeficiency syndrome (AIDS), resurgent tuberculosis, teen pregnancy--the litany of morbidities is so large and so troubling as to be daunting. Further, these hyperendemic and epidemic morbidities are concentrated among the most socially marginalized and medically disenfranchised Americans. The health problems of inner city populations, and therefore of the rest of us, are, at their roots, tied tightly to social and economic issues.
The facts about the health of residents of our cities, and the morbidities and causes of death that are found in such populations, reflect a concentration of multiple factors that bear on human health. Our cities, especially our inner cities, are equivalent to ecosystems that, certainly in the case of inner-city populations, concentrate powerful adverse effects. These effects extend beyond the traditional concerns of clinical medicine, although clinicians must contend with the ultimate expressions of these adverse biological environments. The problems also extend beyond the traditional concerns of public health, although less strikingly; much of the required focus, in fact, is tantamount to a new definition of public health, one that recognizes and deals with social forces that erode health, as well as the more traditional biological and environmental etiologic factors.
The health status of inner-city residents is poor, and life expectancy is short.
The morbidities that are especially concentrated in our inner cities reflect, in turn, an underlying set of determinants: cigarette smoking, unsafe sexual practices, needle sharing, poor housing, alcohol abuse, and infestation of these environments with handguns, among other things. The development of concerted efforts to approach the determinants of disease and morbidities is a pressing necessity. But, further, the determinants of the determinants--job loss, economic decline, the physical deterioration of inner-city neighborhoods, deficiencies in the educational system, the absence of a reasonable set of policies concerning needle exchange, and the predations of peddlers of cigarettes, illicit drugs, alcohol, and handguns--all move us further from the branch and closer to the root.
Collecting these concerns under the unifying rubric of urban health may help to promote the cooperative efforts that will be required: efforts bent toward concerted action from public and private sectors, from medicine and public health jointly, from social scientists and policy think tanks. Such alliances must be constructed because, without them, we will not be able to respond effectively to the problems of our inner-city citizens, as indeed we have not been able to do thus far.
In addition, It is fair to say that the clinical and public health communities alone cannot resolve these problems at any fundamental level; it is also true that government cannot, and the health-related private sector cannot. We do not necessarily need new players, but we do need a new concatenation, a new coordinated effort, among all of these and others as well.
The health of urban populations represents a final common pathway that expresses several pathogenic influences, some biological, some social, some environmental, all bound tightly to poverty and ethnicity, to education, to family structure, to racism. Understanding the complexity of these interactions, and attempting to deal with them, requires approaches that respect the variegated complexity of the problem. Approaches that are themselves complex must be constructed, even though they often involve partners with little prior experience with each other.
In short, we need an urban health agenda. The agenda must be capable of In another connection, Lawrence Langer has suggested that the events of World War II, and in particular the Holocaust, have resulted in a major rewriting of history, in the sense that it can no longer be viewed as an uninterrupted chronology of automatic progress. The repeated abuses of our era, says Langer, call on us to develop an "alarmed vision" that interdicts the normalization of violence, disease, and other human abuses. 1 We, too, in medicine and in health care, in health policy and in public health, must develop an alarmed vision that will help to mobilize our society around an energized view of its social responsibilities to the vulnerable among us.
